November Unintentional falls are a common occurrence among older adults, affecting approximately 30% of persons aged >65 years each year (1). The injuries received from a fall can result in death, disability, nursing-home admission, and direct medical costs (2,3). In 2003, a total of 13,700 persons aged >65 years died from falls, and 1.8 million were treated in emergency departments (EDs) for nonfatal injuries from falls.* Falls cause the majority of hip fractures, which often result in longterm functional impairments that might require admission to a nursing home for a year or more (2). To examine trends in fatal and nonfatal falls among older persons, CDC analyzed U.S. rates of 1) fatalities from falls (during 1993-2003), 2) hospitalizations for hip fractures (1993)(1994)(1995)(1996)(1997)(1998)(1999)(2000)(2001)(2002)(2003), and 3) nonfatal injuries resulting from falls in persons treated in EDs (2001EDs ( -2005. This report summarizes the results of those analyses, which indicated that, during 1993-2003, the overall rate of fatal falls among persons aged >65 years increased, and the rate of hospitalizations for hip fractures decreased; during [2001][2002][2003][2004][2005], the change in the overall rate of nonfatal injuries from falls was not statistically significant. However, disparities by sex existed for all three measures. Certain interventions can reduce falls (e.g., exercising regularly or having medicines reviewed to reduce side effects and interactions), but implementation at the community level remains limited (2), and additional measures are needed to promote widespread adoption.
Unintentional falls are a common occurrence among older adults, affecting approximately 30% of persons aged >65 years each year (1) . The injuries received from a fall can result in death, disability, nursing-home admission, and direct medical costs (2, 3) . In 2003, a total of 13,700 persons aged >65 years died from falls, and 1.8 million were treated in emergency departments (EDs) for nonfatal injuries from falls.* Falls cause the majority of hip fractures, which often result in longterm functional impairments that might require admission to a nursing home for a year or more (2) . To examine trends in fatal and nonfatal falls among older persons, CDC analyzed U.S. rates of 1) fatalities from falls (during 1993-2003), 2) hospitalizations for hip fractures (1993) (1994) (1995) (1996) (1997) (1998) (1999) (2000) (2001) (2002) (2003) , and 3) nonfatal injuries resulting from falls in persons treated in EDs (2001) (2002) (2003) (2004) (2005) . This report summarizes the results of those analyses, which indicated that, during 1993-2003, the overall rate of fatal falls among persons aged >65 years increased, and the rate of hospitalizations for hip fractures decreased; during [2001] [2002] [2003] [2004] [2005] , the change in the overall rate of nonfatal injuries from falls was not statistically significant. However, disparities by sex existed for all three measures. Certain interventions can reduce falls (e.g., exercising regularly or having medicines reviewed to reduce side effects and interactions), but implementation at the community level remains limited (2) , and additional measures are needed to promote widespread adoption.
Data on fatal falls that occurred during 1993-2003 were obtained from annual mortality data of the Vital Statistics of the United States (4) . Cause-of-death data were based on information from death certificates completed by attending physicians, medical examiners, or coroners. Fall-related deaths for 1993-1998 were defined as those deaths with an underlying cause coded E880-E886.9 or E888, according to the International Classification of Diseases, Ninth Revision (ICD-9); for 1999-2003, fall-related deaths were defined as those deaths coded W00-W19 according to the Tenth Revision (ICD-10) (5) .
National estimates of hospital admissions for hip fractures that occurred during 1993-2003 were obtained from the National Hospital Discharge Survey (NHDS), which collects data from a sample of inpatient records acquired from a national probability sample of nonfederal, short-stay hospitals; data represent a sample of hospital discharges. Hospitalizations for hip fractures include cases with any diagnosis coded 820, according to the International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) (6) .
Data on nonfatal injuries from falls that occurred during 2001-2005 were obtained from the National Electronic Injury Surveillance System-All Injury Program (NEISS-AIP), which is operated by the Consumer Product Safety Commission and collects data regarding initial visits for all types and causes of injuries in persons treated in EDs. These data are drawn from a nationally representative sample of 66 hospitals, selected as a stratified probability sample of hospitals in the United States (7) . Information about the most severe injury for each case is collected from the medical record; data are weighted by the inverse probability of selection and summed to produce national estimates.
Denominators for rates of fatal falls, hip fractures, and nonfatal injuries from falls were calculated using U.S. Census population estimates, † and rates were age adjusted to the 2000 U.S. standard population. Weighted least squares regression was used to test for linear trend (as the percentage change in annual rates); differences with p<0.05 were considered statistically significant (8) .
During 1993-2003, the age-adjusted rate of fatalities from falls increased significantly, and rates were significantly higher among men compared with women (Table 1) . Fatality rates increased both for men (from 31.8 per 100,000 population to 46.2, an increase of 45.3%) (p<0.01) and women (from 19.5 per 100,000 population to 31.1, an increase of 59.5%) (p<0.01). During 1993 During -2003 , rates increased in all racial populations for both sexes, with the exception of black men, whose rate was unchanged. In 2003, rates varied by race among both men (whites: 48.3 per 100,000 population; Asians/Pacific Islanders [A/PI]: 36.6; and blacks: 22.3) and women (whites: 32.8 per 100,000 population; A/PI: 23.2; and blacks: 13.9).
During 1993-2003, the overall age-adjusted hospitalization rate for hip fractures decreased by 15.5%, from 917.6 per 100,000 population to 775.7 (p = 0.001 test for trend) ( Table 1 ). The hospitalization rate increased to 990.5 per 100,000 population during 1993-1996, before declining. During 1993-2003, rates differed by sex. The annual rate for women was 52%-119% higher than the rate for men. However, the hospitalization rate for hip fractures did not increase significantly (5.7%, p = 0.53) for men during 1993-2003 and declined 20.8% (p<0.01) for women.
During [2001] [2002] [2003] [2004] [2005] , neither the change in the overall rate of nonfatal injury from falls nor any of the changes by sex or race were significant (Table 2 ). In contrast to fatal falls, annual rates of nonfatal injuries for women were, on average, 48.4% higher than the rates for men. Comparing rates for fatal falls and nonfatal injuries from falls during the most recent 3-year period (2001) (2002) (2003) when data for both were available, the rate for fatal falls increased 13.3% (9.8% for men and 15.6% for women), whereas the rates for nonfatal injuries increased 7.6% (7.5% for men and 7.9% for women). and in rates of nonfatal injuries resulting from falls during 2001-2005. The findings indicate that rates of fatal falls increased significantly among both men and women but were consistently higher among men. Whites had the highest fatal fall rates, but an increasing trend was observed for all races. Changes in rates for nonfatal injuries from falls were not statistically significant. Although only 3 years of rates for fatal falls and nonfatal injuries could be compared directly, the greater increase in the fatal falls rate can be partly explained by the increase in injurycausing falls overall. In addition, although fatal fall rates are age adjusted, residents of the United States are living longer in large part because of decreasing mortality from chronic conditions (e.g., heart disease, cancer, or stroke). The U.S. life expectancy increased from 75.5 years in 1993 to 77.6 years in 2003 (9) . These changes have resulted in a U.S. population with a greater proportion of older adults who are living with chronic diseases, leaving them at greater risk for falling and less likely to survive the injuries resulting from a fall.
Rates of nonfatal injuries from falls and particularly rates of hospitalizations for hip fractures were higher among women than men. However, hospitalization rates for hip fractures appear to be declining among women. Older women are disproportionately affected by osteoporosis, a disease in which bones become porous and susceptible to fracture (2) . In recent years, osteoporosis screening for women and effective treatments to rebuild bone mass have become widespread (10) . These public health measures might be reflected in the lower rates for fractures. Men tend to have greater bone mass and consequently less risk for hip fractures. However, men do sustain hip fractures, especially after age 80 years; the hipfracture rate among men has not decreased and might be increasing. Screening and osteoporosis treatment might be broadened to include older men. The findings in this report are subject to at least five limitations. First, three different data sources were used for the three rates analyzed (i.e., fatalities from falls, hospitalizations for hip fractures, and nonfatal injuries from falls in patients treated in EDs); therefore, these data might not be comparable. Second, racial categories used to analyze fatalities and nonfatal injuries differed. Third, only 5 years of NEISS-AIP data were available; therefore, the same period analyzed for fatality and hip fracture rates could not be used for nonfatal injuries from falls. Fourth, the rate of nonfatal injuries from falls likely was underestimated because only persons treated in hospital EDs were included and not those treated in outpatient settings such as clinics or physician offices. Finally, NHDS reports the number of hospital admissions, not patients; therefore, certain persons seeking treatment for hip fractures might have been counted more than once.
Research has identified interventions that can reduce falls, but development and implementation of community-based programs remains limited (2) . Additional measures are needed to successfully disseminate effective fall-prevention programs and to promote widespread adoption at the local level. To help prevent falls among older adults, CDC, in partnership with the CDC Foundation and MetLife Foundation, has produced four posters and updated and redesigned two brochures. What YOU Can Do to Prevent Falls outlines four key fallprevention strategies: exercising regularly, having medications reviewed to reduce side effects and interactions, having yearly eye examinations, and reducing fall hazards in the home. Check for Safety: A Home Fall Prevention Checklist for Older Adults guides readers through a room-by-room check of their homes to find and fix hazards that can increase the risk for falling. The brochures and posters are offered in English, Spanish, and Chinese and are available at http://www.cdc.gov/ncipc/ pub-res/toolkit/brochures.htm. Additional information about CDC's fall-prevention activities is available at http://www.cdc. gov/ncipc/pub-res/toolkit/toolkit.htm.
Self-Rated Fair or Poor Health Among Adults with DiabetesUnited States, 1996-2005
Diabetes mellitus affects nearly 21 million persons in the United States (1). Maintaining and improving health-related quality of life among persons with diabetes is a public health goal. Healthy People 2010 includes self-rated health as one of three surveillance tools that can be used to measure healthrelated quality of life (2) . To assess the prevalence of self-rated fair or poor health among U.S. adults with diabetes and to identify factors associated with fair or poor health, CDC analyzed 1996-2005 Behavioral Risk Factor Surveillance System (BRFSS) data. This report summarizes the findings of that analysis, which indicated that self-rated fair or poor health was three times more common among adults with diabetes than among those without diabetes and that the prevalence increased during 1996-2005 among young adults (i.e., aged 18-44 years) with diabetes. The results underscore the need for 1) continued interventions to promote healthy behaviors and prevent diabetes and 2) interventions for persons with diabetes to help them better manage their diabetes and prevent diabetes complications, which can increase their perceived quality of life.
BRFSS is an ongoing, state-based, random-digit-dialed telephone survey of the U.S. civilian, noninstitutionalized population aged >18 years; the survey is conducted in all 50 states, the District of Columbia, and three U.S. territories. (Figure) .
In 2005, the age-specific prevalence of fair or poor health was significantly lower among persons aged 18-44 years (43.4%, CI = 39.7%-47.0%) than among those aged 45-64 years (50.5%, CI = 48.9%-52.1%) or >75 years (52.1%, CI = 49.7%-54.6%) (Table) . In addition, the age-adjusted prevalence was higher among women compared with men (51.1%, CI = 48.9%-53.3% vs 42.6%, CI = 39.2%-45.9%, respectively); among non-Hispanic blacks and Hispanics compared with non-Hispanic whites (49.9%, CI = 45.8%-53.9% and 59.8%, CI = 53.9%-65.7% vs 42.1%, CI = 39.9%-44.3%, respectively); among persons without health insurance coverage compared with those with coverage (56.7%, CI = 51.5%-61.9% vs 44.5%, CI = 42.5%-46.6%, respectively); among current smokers compared with nonsmokers (55.5%, CI = 51.7%-59.3% vs 44.4%, CI = 42.0%-46.8%, respectively); and among insulin users compared with those who did not use insulin (58.5%, CI = 54.1%-63.0% vs 43.3%, CI = 40.6%-46.0%, respectively). In addition, as level of education increased, the age-adjusted prevalence decreased. As duration of diabetes increased, prevalence also increased (Table) .
In multivariate analyses, the following characteristics were significantly associated with an increased risk for self-rated fair or poor health after adjusting for all other factors: being aged 45-64 years (odds ratio [OR] = 1.5), 65-74 years (OR = 1.4), or >75 years (OR = 1.6); Hispanic ethnicity (OR = 1.6); current smoking (OR = 1.7); obesity (OR = 1.4); duration of diabetes of >20 years (OR = 1.3); and insulin use (OR = 2.0) (Table) . In contrast, the following factors were associated with a decreased risk: being a man (OR = 0.8), having a high school education (OR = 0.5) or more than a high school education (OR = 0.3), and having health insurance coverage (OR = 0.7). Editorial Note: Self-rated health status is a useful indicator of a population's overall well-being because lower ratings of health status have been associated with increased mortality and morbidity (3) . Fair or poor health among persons with diabetes is also associated with the presence of diabetesrelated complications such as lower extremity amputation, blindness, kidney failure, and cardiovascular disease (4) . The finding that adults with diabetes are more than three times more likely to report fair or poor health than persons without diabetes likely reflects the effects of diabetes and its complica- tions on quality of life. In contrast to older adults, the prevalence of fair or poor health increased during the past decade among young adults with diabetes. Additional research is needed to identify the factors related to this trend. Consistent with previous studies (4-6), self-rated fair or poor health correlates with certain health risk factors, illness severity, and certain sociodemographic characteristics. Health risk factors such as smoking and obesity are associated with fair or poor health, as are certain indicators of disease severity, such as insulin use and duration of diabetes. Among those with diabetes, subgroups such as older persons, women, Hispanics, persons with less than a high school education, and persons without health insurance coverage are more likely to report fair or poor health. The disparities among these subgroups might result from differences in the prevalence of diabetesrelated complications; access to health-care services; quality of care received; and behavioral, social, or cultural factors. These disparities suggest the need for targeted interventions, such as promoting healthy behaviors through effective smoking cessation and weight-loss programs, improving diabetes management through preventive-care practices, and increasing access to health-care services.
The findings in this report are subject to at least two limitations. First, BRFSS excludes persons who do not have landline telephones, thus the results might not be representative of certain segments of the U.S. population. Second, self-rated health is subjective, and psychosocial factors such as level of social support and beliefs about certain health behaviors can affect how persons respond to questions about self-rated health (7). However, the retest consistency of respondent self-rated health has been validated (8) .
Two of CDC's health protection goals are "live a healthy, productive, and satisfying life" and "live better, longer" (9) . CDC provides funding, resources, and technical assistance to 59 diabetes prevention and control programs in the United States. Continued surveillance of the health status of persons with diabetes monitors the well-being of this population and the effectiveness of prevention strategies and provides data for public health agencies that are creating programs to promote population health. Collaboration among health-care systems, health-care providers, policymakers, and other organizations are needed to create interventions to improve the health of persons with diabetes. For example, diabetes education and counseling can improve patients' self-perceived health by enhancing their feelings of self-efficacy (7). The National Diabetes Education Program (NDEP), which is cosponsored by CDC and the National Institutes of Health, educates persons with diabetes about risk factors, raises public awareness of diabetes-related complications, and attempts to improve outcomes of diabetes through partnerships with other sectors of the U.S. health-care system. Additional information about NDEP is available at http://www.ndep.nih.gov. 
Brief Report

Hazardous Materials Release Resulting from Home Production of BiodieselColorado, May 2006
On May 7, 2006, a hazardous materials (HazMat) release occurred in a residential area of Colorado when a homeowner who was processing a tank of homemade biodiesel fuel forgot to turn off the tank's heating element and left for the weekend. The heating element overheated and caused a fire that burned the surrounding shed and equipment ( Figure) . The shed had contained >600 gallons of biodiesel and recycled restaurant cooking oil, smaller amounts of glycerin and sodium hydroxide, and 1-gallon containers of sulfuric and phosphoric acid; a mixture of these ingredients seeped into the ground during the fire. A certified HazMat team and the local fire department responded. Investigators found seven 55-gallon barrels of methanol and other hazardous materials outside the shed. No injuries or evacuations occurred. To prevent potential injuries, biodiesel should be purchased from a licensed commercial source.
The recent rise in petroleum prices has caused an increased interest in alternative fuels such as biodiesel (1) . Although many alternative fuels exist (e.g., ethanol, hydrogen, and natural gas), biodiesel is used increasingly as a diesel-replacement fuel in the United States because it can be manufactured from readily available ingredients such as vegetable oil, animal fat, or recycled restaurant cooking oil (2) . Biodiesel is created through a chemical process involving the reaction of fat or oil with methanol in the presence of a catalyst (e.g., sodium or potassium hydroxide) to produce methyl ester (i.e., biodiesel) and glycerin, a byproduct used in soap and other products (3, 4) . Biodiesel can be used in vehicles and machinery designed to operate on diesel fuel, such as automobiles with diesel (but not gasoline) engines, fuel and heating-oil boilers, and nonaviation turbines (3).
Biodiesel usually is produced commercially; however, some persons in the United States and elsewhere produce biodiesel in their homes for personal use. Those who produce homemade biodiesel should be aware of the substantial risk for injury. Substances used in biodiesel production can be highly explosive (i.e., methanol) or corrosive (i.e., sodium hydroxide). If improperly handled, these substances can cause severe eye, skin, and upper respiratory irritation; chemical burns; and other serious injuries (5-7). During the preceding 10 years, almost all fires and injuries caused by home production of biodiesel of which the National Biodiesel Board (NBB) is aware were caused by improper handling of methanol during production. NBB is the nonprofit trade association coordinating regulatory, technical, and market development of the fuel as a commercial product. The event described in this report is the first known to NBB involving a heating element in an unintentional fire related to home production of biodiesel.
This HazMat event was reported to the Hazardous Substances Emergency Events Surveillance (HSEES) system operated by the Colorado Department of Health and Environment; HSEES was created by the Agency for Toxic Substances and Disease Registry (ATSDR) (8) . This multistate* health department surveillance system tracks morbidity and mortality resulting from events † involving the release of hazardous substances. However, because reporting HazMat events to HSEES is not mandatory, participating state health departments might not be informed about every event.
Production of homemade biodiesel can be dangerous for persons without appropriate training and equipment. Therefore, this fuel should be purchased from a licensed source. 
Notice to Readers
Status Report on CDC Laboratory Animal Care Accreditation CDC conducts vital animal research to understand and ultimately prevent viral, mycotic, bacterial, and other diseases that threaten populations worldwide. CDC has a moral and ethical responsibility to humanely care for the animals that contribute to this research.
Since 1967, CDC has participated in and received accreditation from the Association for Assessment and Accreditation of Laboratory Animal Care International (AAALAC) program. This accreditation process is an added safeguard to ensure ethical and humane treatment and care of the animals entrusted to the agency for participation in its research programs.
In late 2005, AAALAC conducted a review of CDC's research programs and laboratories for conducting animal research and noted certain areas in need of improvement, including the policies and procedures of CDC's Institutional Animal Care and Use Committee. AAALAC issued recommendations for raising the quality of animal care at CDC and enhancing worker safety. As a result of the AAALAC findings, CDC's accreditation was placed on probationary status.
In response to this review, CDC conducted it own investigation. Subsequently, during 2006, CDC upgraded its laboratory research facilities, improved the electronic records management system for its animal care program, and hired additional staff members to carry out the oversight and recordkeeping functions required for the animal care and use program. In addition, CDC changed lines of authority and responsibility to ensure impartial and credible oversight, including moving oversight for the animal care and use program to the Office of the Director, putting it on equal standing with oversight for human subjects research, and assigning three veterinarians and two animal caretakers with independent access to the agency's Biosafety Level 4 laboratory.
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